[Technics for artificial ventilation of a single lung during thoracotomy].
Different means of limiting the fall in arterial PO2 produced by single artificial ventilation were studied in 60 patients during thoracotomy. Changing from ventilating both lungs to the one healthy lung in the lateral recumbent position, without modifying tidal volume and frequency, brought about a fall in arterial PO2 from 180 +/- 56 to 67 +/- 40 mmHg. The alveolar to arterial oxygen gradient increased to 110 +/- 45 mmHg (the alveolar oxygen pressure being calculated). Reducing the tidal volume so as to keep the inflation pressure at its initial level did not improve the arterial PO2 but slightly increased the arterial PCO2 (2.3 mmHg). The use of 6 to 8 cm H2O positive end-expiratory pressure did not significantly modify the arterial PO2 or PCO2. Increasing the inspired oxygen fraction from 0.5 to 0.7 increased the arterial PO2 from 100 +/- 89 mmHg to 165 +/- 59 mmHg, whilst the alveolar to arterial oxygen gradient increased to 118 +/- 60 mmHg. Clamping the pulmonary artery increased the arterial PO2 and dual lung ventilation restored it to its initial value. Therefore, the only effective means of increasing oxygenation was to increase the inspired oxygen fraction. Unilateral continuous positive airway pressure was not used so as not to impair surgery. Dual lung ventilation may be necessary if the arterial PO2 remains low.